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10. SUBJECT OF AMENDMENT

Clarifies coverage provisions, including but not limited to prior authorization requirements, in the
areas of EPSDT services, FQHC services, laboratory and X-ray services, family planning
services, dentures, and prosthetic devices
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Division of Medicaid

Originally submitted SPA was divided into 5 SPAs.

Originally submitted pages were replaced with new pages via State’s e-mail on 11/16/09.
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